tube Dysphagia complicatingpleural mesothelioma is usually due to external compression of the oesophagus by tumour and has been reported infrequently",. The diagnosis has been established at postmortem34 and in one case by radiology and oesophagoscopy in life6. Direct infiltration of the oesophagus by mesothelioma has been reportd previouslyonly in postmortem studies3'6. We report a case of dysphagia in which the diagnosis ofmesothelioma was made by endoscopic biopsies of the oesophagus, three years after initial presentation with a pleural effusion.
Case report An 80-year-old Caucasian woman presented in November 1984 with a 6 week history of increasing dyspnoea. She was a non-smoker and there was no history of occupational or environmental exposure to asbestos. A chest radiograph revealed a right-sided pleural effusion. Histological examination of pleural biopsies indicated a poorly differentiated adenocarcinoma. No primary tumour was identified. She remained well over the next 3 years without clinical signs of progression of disease.
Thirty-four months after presentation she reported a 2-month history of increasing dysphagia and rapid weight loss of 12.5 kg. By the time of admission she had complete dysphagia for solids and liquids. Barium swallow showed a 40 mm long irregular stricture of the oesophagus at the level of the carina. At flexible endoscopy there was an ulcerated haemorrhagic tumour completely occluding the oesophageal lumen 230 mm from the incisors. It was not possible to pass a guide wire through the stricture and an endo-oesphageal tube was successfully placed under general anaesthetic via a gastrotomy. Following this procedure there was a rapid improvement in her clinical condition allowing her to return home. She has remained well subsequently and has gained 6 kg in 2 months on a liquidized diet.
A tubulopapillary area was identified within the oesophageal biopsy specimens s ng a possible thelioma All the previous histology was reviewed and immunohistochemical staining revealed that the tumour cells were positive for the presence ofepithelial membrane antigen and negative for carcinoembryonic antigen. The diagnosis of mesothelioma invading the oesophagus was established. Discussion Dysphagia is a rare, but recognized, late complication ofmesothelioma and is usually a terminal event'". In a previous report of dysphagia due to mesothelioma successfully treated by insertion of an endo-oesphageal tube, tumour cells were not seen in oesophageal mucosal biopsies but were found at postmortem examination6f. This is the first case report of invasive mesothelioma of the oesophagus diagnosed antemortem. TRhis case is also unusual in thst the patient is still alive 3 years from presentation7. The average length of survival from the onset of symptoms in patients dying after the age of 70 years with pleural mesothelioma is 14.7 months2 though 17% of patients are still alive after 3 years5.
Prolonged survival is also unusual in metastatic adenocarcinoma5 and in this case prompted a review of the oiginal diagnosis. Patients with m elioma survive longer than those with inoperable lung cancer5.
Mesotheliomas are characteristically pleomorphic2-5'9 and appearances may suggest an epithelial or glandular origin. Small biopsies may fail to show this variation4 and incorr-ct diagnoses of anaplastic carcinoma or adenocarcinoma, as in this case, have been made3. One series repc4a a positive diagnosis in only 59% of pleural biopsies2. Tmmunohistochemistry has a place in distinguishing carcinoma from mesothelioma and can contribute to the interpretation of small endoscopic biopsies. The presence of epithelial membrane antigen and the absence of carcinoembryonic antigen strongly favours a diagnosis of mesothelioma10 '11. This case and that previously reported6 suggests that palliative treatment of patients with dysphagia associated with mesothelioma is worthwhile, even in the presence of invasive disease. In the case reported by Johnson et aL no metastases were seen at postmortem. Our case has already survived longer with an endo-oesophageal tube than theirs. After insertion of the tube our patient quickly gained weight indicating that the rapid weight loss was not due to metastatic disease but was secondary to the local effects of the tumour. Active treatment of dysphagia in patients with known mesothelioma should be considered in all cases. The diagoss of mesothelioma should be considered in patients with presumed anaplastic or adenocarcnoma diagnosed on pleural biopsy particularly when associated with prolonged survival. Dysphagia is a distressing symptom; our experience and that of Johnson et aL6 indicate that in advanced mesothelioma it is not necesarily a terminal event. In the presence ofinvasive disease dysphagia can be successfully treated with relief of symptoms and good quality survival.
